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Aim. To report a trial protocol that evaluates the effectiveness of postnatal psychoeducation 
programme in improving maternal parental self-efficacy and social support, and in reducing 
postnatal depression among primiparas. 
Background. Primiparas encounter physical, psychosocial and newborn care challenges in 
the early postnatal period. However, primiparas do not receive adequate professional support 
after early discharge from hospitals, thus hindering their adaptation to new role as mothers 
and smooth transition to motherhood. Postnatal psychoeducation programmes have been 
shown to be effective in improving pregnant women’s health. However, there is a lack of 
theory-based, postnatal psychoeducation interventions for primiparas.  
Design. A randomized controlled trial of two-group pretest and repeated posttests is 
proposed. 
Methods. The study will recruit a minimum of 114 primiparas on the day of discharge from a 
Singaporean public hospital (protocol approved in May 2012). Eligible participants will be 
randomly allocated to either a control group (receiving routine care) or an experimental group 
(receiving a postnatal psychoeducation programme besides routine care). Outcome measures 
include maternal parental self-efficacy, social support and postnatal depression. Data will be 
collected at baseline (on the day of discharge), six and 12 weeks postpartum.  
Discussion. This will be the first study of its kind that will use rigorous study design to 
evaluate a theory-based innovative postnatal psychoeducation programme on maternal 
outcomes. The study may identify a potentially effective way of enhancing primiparas’ self-
efficacy and social support, which may in turn reduce their risk of postnatal depression. The 
Sigma Theta Tau International Upsilon Eta Chapter funded this study. 
Keywords: Maternal parental self-efficacy; Midwifery; nursing; postnatal depression; 
psychoeducation intervention; social support.  
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SUMMARY STATEMENT 
Why is this research or review needed? 
 Primiparas encounter various challenges in the postnatal period that affect their 
smooth transition to motherhood. 
 Many needs of primiparas are unmet after they are discharged early from the hospital 
after delivery. 
 Although childbirth psychoeducation programmes have been found to benefit 
pregnant women, the benefits of such interventions to postnatal women are still 
unknown, while postnatal depression is still a major concern especially among first-





Hospitals around the world are facing the challenge of discharging women soon after delivery 
due to resource constraints such as the limited availability of hospital beds (Bick et al. 1997, 
Brown et al. 2005, Fink 2011). The timing of postpartum discharge varies among countries 
and may occur as early as 12 hours to 48–72 hours, depending on the type of delivery and 
maternal condition (Lof et al. 2006, Zadoroznyj 2006). Due to early postpartum discharge, 
health care professionals often lack the opportunity to provide effective education to mothers 
about new born care (Kapp 1998). Lacking education in new born care may lead to further 
disadvantages such as dissatisfaction among health care providers (especially among 
midwives and nurses) (Kapp 1998) and consumers (mothers and their families) (Cooke & 
Stacey 2003, Fenwick et al. 2010). A study has found that midwives felt pressured by the 
limited time they have to conduct patient education, leaving little opportunity for one-to-one 
education (Kapp 1998). Mothers, especially primiparas, on the other hand, reported having 
low maternal parental self-efficacy (MPSE) in newborn care and experiencing a lack of social 
support after being discharged from the hospital, which may lead to postnatal depression 
(PND) (Kapp 1998, Leahy-Warren 2005, Gao et al. 2010, Fenwick et al. 2010). These 
negative consequences thus indicate a need to provide postnatal follow-up care for primiparas 
after their discharge from the hospital and to develop interventions to enhance mothers’ 
MPSE and social support, and reduce PND. 
 
Background 
Postnatal follow-up care varies globally from a single phone call to several home visits. In 
countries such as the United Kingdom (UK) and the Netherlands, early discharge is 
supported by daily postnatal home visits ranging from 10 to 14 days by midwives or 
community healthcare workers (Berger & Cook 1998, McArthur et al. 2002). In other 
 5 
Western countries such as Canada, Australia and the United States of America (USA), 
postnatal support varies from a single phone call to 3–4 home visits or more depending on the 
individual needs of the women (Gagnon et al. 1997, D’Amour et al. 2003, Fenwick et al. 
2010). In Asian countries, follow-up support ranges from a few home visits by midwives to 
no home visits at all. For instance, in Singapore, midwives do not provide follow-up home 
visit support to new mothers. The only support provided to women after discharge is the 
follow up consultations with their gynaecologists at the hospital within 1–6 weeks after 
delivery (Phang 2009). However, according to anecdotal evidence, these visits are not well 
undertaken.  
 
Because the postnatal period (6–8 weeks postpartum) is a stressful transitional period posing 
numerous physical and emotional challenges for primiparas (Bashour et al. 2008), a lack of 
care during this period could result in undesirable physical and psychological consequences 
for both the mother and her newborn (Wilyam-Bugter & Tucker 2004, Brown et al. 2005). 
These undesirable consequences further impair MPSE, which is considered a critical 
component of maternal adaptation during the transition to motherhood. As defined by 
Bandura (1997), self-efficacy is one’s belief in their ability to perform any task. As such, 
MPSE is a mother’s belief in her ability to perform newborn care tasks. MPSE has been 
identified as one of the major determinants of competent parenting and is closely linked to 
child development (Coleman & Karraker 2000). One approach to enhance MPSE is to 
provide psychoeducation and support by maintaining the continuity of care, which includes 
postpartum follow-up home visits (Bennet & Tandy 1998, Fenwick et al. 2010, Ngai et al. 
2010). In fact, postnatal follow-up home visits are well established in many Western 
countries and are associated with enhanced maternal satisfaction. 
 
 6 
The focused group interviews conducted by Johansson et al. (2010) with 21 couples who 
delivered their first babies concluded that parents welcomed home visit support from 
midwives because home visits enabled them to improve their confidence in parenting and 
satisfaction in looking after their newborns. A phenomenological study (Lock & Gibb 2003) 
on five primiparas and multiparas found that mothers felt satisfied and secure when they were 
visited at home by midwives. A retrospective descriptive study (Bennett & Tandy 1998) on a 
sample of 365 closed-record chart review concluded that extensive education could be 
planned and delivered to mothers and their families in the familiarity of their home 
environment to reinforce the pertinent information that had already been covered in hospitals. 
Such reinforcement could also improve MPSE in newborn care (Kapp 1998). Despite the 
benefits associated with postnatal home visits, the abovementioned studies have limited 
generalizability due to sampling limitations such as having a small sample size (Lock & Gibb 
2003), and differences in target samples such as recruiting primiparas only as participants 
(Johansson et. al., 2010) or recruiting both primiparas and multiparas (Bennett & Tandy 
1998, Lock & Gibb 2003). In addition, most of these studies were descriptive and non-
experimental in nature, with very few being rigorous trials. Furthermore, Bennett and 
Tandy’s (1998) study used data collected retrospectively from case records, which could have 
painted a different picture from actual situations due the propensity of missing information in 
such data collection methods. Most of these studies also failed to describe the details of the 
interventions that were administered to the women during home visits. Lastly, these studies 
have only been conducted on women in Western countries, hence limiting their 
generalizability to Asian women.  
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Theoretical framework of the study 
This study will be guided by a theoretical framework based on Bandura’s self-efficacy theory 
(1997) and on the social exchange theory (Homans 1961, Blau 1964). Previous studies found 
that self-efficacy and social support were positively correlated (Mercer & Ferketich 1995, 
Leahy-Warren & McCarthy 2010, Ngai et al. 2010), while social support and postnatal 
depression were negatively correlated (Beck 2001, Boyce & Hickey 2005, Dennis & Ross 
2006, Davey et al. 2011). Taken together, these findings suggest that with adequate social 
support, self-efficacy could be enhanced and depressive symptoms could be reduced (Haslam 
et al. 2006, Leahy-Warren et al. 2011, Ngai et al. 2010). 
 
Self-efficacy is a cognitive process through which one evaluates his/her ability towards the 
performance of a given task (Bandura 1997). There are four factors that influence an 
individual’s self-efficacy in a given realm of life. The first factor is the personal mastery 
experience. Personal mastery experience provides confidence to repeat accomplishments in 
future, such as confidence in newborn care and it is one of the important sources of efficacy 
enhancement as it is based on personal experience. The second factor is vicarious experience, 
which states that a person’s confidence is enhanced when they observe others successfully 
accomplishing a task. The potential for personal success enhances further especially when 
people observe others similar to themselves. Third, verbal persuasion enhances people’s self-
efficacy. It involves receiving verbal assurance from others that one can accomplish a task. 
Finally, an individual’s affective and physiological states enhance his/her efficacy. Many 
researchers (Bandura 1997, Cheal & Clemson 2001) have endorsed combining all the above 
four factors with health education, skills practice, role modelling and verbal feedback, with a 
special focus on an individual’s emotional well-being, to produce the best effect of enhancing 
maternal self-efficacy.  
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Social support plays an important role in facilitating the smooth transition to motherhood 
(Wilkins 2006) and is much needed by new mothers especially in the first two weeks of the 
postpartum period (Bennett & Tandy 1998, Kapp 1998). According to social exchange theory 
(Homans 1961, Blau 1964), social support entails networking to enable people to cope with 
stressful events. House (1981) defined social support as a combination of functional and 
structural support. Functional support comprises emotional support, instrumental support, 
informational support and appraisal support. Structural Support is further subdivided into 
formal support (e.g., from doctors, midwives) and informal support (e.g., from friends and 
family members). Functional and structural support are equally important to mothers (Leahy-
Warren 2005). The lack of support can cause undue stress for mothers, which, in turn, has 
profound effects on their functioning and psychological health, making them more vulnerable 
to PND (Kapp 1998, Chan & Levy 2004).  
 
In summary, MPSE has been identified as a major determinant of competent parenting and 
newborn well-being, which, in turn, affects social support and PND. Hence, educating 
mothers through the psychoeducation programmes will not only enhance mothers’ MPSE in 
newborn care but also enhance mothers’ level of social support and decrease their risk of 
developing PND. Consequently, the postnatal psychoeducation programme (PPP) for this 
study was prepared by incorporating all the four factors from self-efficacy theory (Bandura 
1997), functional and structural social support from social exchange theory (Blau 1964, 
Homans 1961), and PND as illustrated in Figure 1. 





This study aims to evaluate the effectiveness of a PPP in improving maternal parental self-




 To determine the effectiveness of a PPP on primiparas’ MPSE, social support and 
postnatal depression over time (baseline, posttest 1, posttest-2). 
 To determine the relationships among the three outcome variables, namely, MPSE, social 
support and postnatal depression, and the differences among these variables 
between/among demographic and clinical subgroups of primiparas based on the baseline 
data. 
 To examine the differences in level of satisfaction among primiparas from different 
groups (intervention and control) with respect to the postnatal care they receive. 
 To explore primiparas’ perceptions of the benefits of the PPP and put forth suggestions 
for improvement in future intervention. 
 
Hypotheses 
  Primiparas in the experimental group will report significantly enhanced MPSE and 
social support and significantly reduced PND at both posttest-1 and posttest-2 than those 
in the control group. 
 There will be a significant positive correlation between MPSE and social support and a 
significant negative correlation between MPSE and PND. 
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 There will be a statistically significant difference in the satisfaction level between 
primiparas who receive PPP together with postnatal routine care and those who receive 
only postnatal routine care. 
 
Design/Methodology 
A randomized controlled two-group pretest and repeated posttests design will be used to 
investigate the immediate (6 weeks postpartum) and long-term (12 weeks postpartum) effects 
of the PPP on maternal outcomes, namely, MPSE, social support and PND. The randomized 
controlled trial (RCT) used in this study is considered one of the most powerful methods of 
testing cause-and-effect relationships between variables (Portney & Watkins 2000, Munro 
2005). The participants will be assigned into a control group that receives routine care or an 
experimental group that receives PPP and routine care according to the numbers generated by 
Research Randomizer (2012). The study will be single-blinded, as the research assistant 
collecting the data will not be aware of the participants’ treatment allocation. Self-
administered questionnaires will be used to collect data at baseline and posttest-1 and 




Participants will be recruited on the day of discharge from a public hospital in Singapore. The 
inclusion criteria for participants include: (1) primiparas; (2) 21 years old or above; and (2) 
able to read and speak English. The exclusion criteria include mothers who: (1) have a 
history of psychiatric disease(s) before and during pregnancy as identified by medical 
records; (2) have a complicated assisted delivery such as vacuum or forceps with 4th degree 
tear; (3) have delivered a newborn with apparent congenital anomalies or delivered a still-
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born; (4) have delivered a newborn who cannot be discharged home with the mother; and/or 
(5) is not able to stay in Singapore in the first 6 weeks postpartum after being discharged 
from the hospital.  
 
Sample size determination 
Sample size calculation is based on the expected differences of the primary outcome of 
maternal self-efficacy in newborn care between groups from previous similar studies (Ip et 
al. 2009, Ngai et al. 2009), whose suggested effect sizes were 0.60. Based on power analysis, 
to achieve the effect size of 0.60, a minimum of 88 mothers (44 in each group) will be needed 
to achieve a power of 80% at 0.05 level of significance (2-sided) level (Cohen 1992). Based 
on the dropout rate of 30% in previous studies (Ip et al. 2009, Ngai et al. 2009) during the 
follow-up data collection, an additional 26 first-time mothers will be required. Hence, a 
minimum of 114 participants (57 in each group) will be needed for this study.  
 
For the process evaluation, a purposive sample (n = 15) from the experimental group, 
comprising women who report different scores of MPSE, will be selected to participate in a 
semi-structured interview. Purposive sampling will facilitate deliberate identification of 
primiparas based on specific criteria, thus allowing the effectiveness of PPP to be tested 
(Polit & Beck 2006).  
 
Randomization 
All primiparas (n = 114) who meet the eligible criteria during the data collection period will 
be given a record number, from 1 to 114. Research Randomizer (Urbaniak & Plous 2012) 
will be used to randomly generate a set of 57 unique, non-duplicating numbers from 1 to 114. 
The researcher will prepare an opaque envelope containing chits of numbers from 1 to 114, 
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with the randomly generated 57 number chits coded in pink and all other numbers in white. 
The primiparas will be asked to pick a chit from the opaque envelope. The mother who picks 
a pink chit will be allocated into the experimental group; otherwise, they will be allocated 
into the control group. 
 
Intervention 
Control group. The primiparas in the control group will receive routine care. Routine care 
involves postnatal support by nurses and midwives within 1–6 weeks after being discharged 
from the hospital. The contacts will be made during their hospitalization and when the 
women return to the hospital for follow-up with their respective doctors. 
 
Experiment group: In addition to routine care, primiparas in the experimental group will 
receive a PPP within two weeks of the postpartum period. The PPP involves a postnatal home 
visit by a midwife (i.e., the researcher) who will provide the participant with an educational 
booklet at the home visit, followed by three follow-up phone calls on a weekly basis. The 
home visit will consist of a 90-minute session of face-to-face delivery of PPP focusing on 
MPSE, social support and PND. Mothers will be educated on the importance of, and factors 
affecting, MPSE and ways they could enhance their MPSE. The importance of both formal 
and informal social support will be highlighted and the ways of seeking social support will be 
discussed. As far as possible, the visit will be conducted in the presence of a care provider for 
the mothers, who may be the mother’s husbands, maternal mothers and/or mothers-in law. 
The midwife will also discuss the importance of promoting the emotional well-being of new 
mothers, and the risk and symptoms of postnatal depression. The midwife will perform 
hands-on demonstrations on newborn care tasks such as bathing and breastfeeding the baby 
according to the individual needs of the mothers.  
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The contents of the educational booklet will then be introduced to the mothers. The topics of 
each chapter, such as maternal self-care and newborn care, will be presented. The midwife 
will also explain to the mothers how to navigate through the booklet and highlight special 
features in the booklet such as summary statements, list of further readings and contact 
number of important agencies.  
 
The midwife will make three follow-up phone calls weekly, up to six weeks postpartum. The 
main purpose of the phone follow-up is to explore if new stressors and queries after the home 
visit arise, and to answer those queries according to the individual’s needs. Any doubts about 
the booklet will be addressed and the midwife will encourage mothers to continue to read the 
booklet. Each phone session will last for about 30 minutes so that the mothers will not be 
rushed and all their queries be answered. The midwife uses a list of the topics to be covered 
during phone follow-up as a guide for the phone contacts. The list is developed for this study 
to ensure standardization in the content and flow of the phone contacts. In addition, a detailed 
intervention protocol, as shown in Table 1, is developed for the PPP. An expert panel of 
clinicians and academics has validated both the protocols and the contents of the booklet. The 
researcher who delivers the PPP is a trained midwife with vast clinical experience on 
postpartum education. 
Table 1 here 
Outcome measures 
The outcome measures are MPSE, social support and PND. The questionnaires that will be 
used to measure the key variables include the Perceived Maternal Parental Self-Efficacy 
(PMPS-E) scale, Perinatal Infant Care Social Support (PICSS) scale, Edinburgh Postnatal 
Depression Scale (EPDS) and demographic data.  
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Perceived Maternal Parental Self-Efficacy Scale. The PMPS-E scale is a domain-specific 20-
item scale developed based on Bandura’s self-efficacy theory (Barnes & Adamson-Macedo, 
2007). After validation by a local expert panel, the original 20-item scale is reduced to 17 
items to eliminate repetition in some of the items (Shorey et al. 2013). Each item is rated on a 
four-point Likert scale ranging from 1 (strongly disagree) to 4 (strongly agree). The total 
score of the PMPS-E scale ranges between 17 and 68, where a higher score means a higher 
level of maternal self-efficacy in newborn care and vice versa. This instrument had a 
Cronbach’s alpha of 0.91 reported by Barnes and Adamson-Macedo (2007) and 0.95 reported 
in a local study (Shorey et al. 2013). 
 
Perinatal Infant Care Social Support Scale. The Perinatal Infant Care Social Support Scale 
(PICSS) developed by Leahy-Warren (2005) measures both functional and structural social 
support. The functional support scale comprises 22 items in four subscales: 7 items for 
informational support, 7 items for instrumental support, 4 items for emotional support and 4 
items for appraisal support. Each item is rated on a four-point Likert scale, with 1 indicating 
“totally disagree” and 4 indicating “totally agree”. All the four subscales scores will be 
transformed to a common denominator of 100 for comparison. 
 
The structural social support questionnaire identifies individuals who provide support to 
mothers and comprise nine sources: three formal sources (nurses/midwives, doctors and 
others such as confinement nannies) and six informal sources (husband/partner, maternal 
parents, parents-in-law, siblings, friends and neighbours). Mothers will be asked whether 
each source has provided the subcategories of functional support, namely, informational, 
instrumental, emotional and appraisal support, to her. Two other items in the original 
questionnaire in addition to the four functional support items, namely, “The length I have got 
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to know this person,” and “The frequency in which I contact this person” were removed by 
the expert panel due to redundancy. If participants answer ‘yes’ to any of the four items of 
functional support from any of the formal or informal sources, they are considered to have 
received the functional support. Each ‘yes’ answer scores a 1, and therefore the total score 
ranges from 0 to 36. A Cronbach’s alpha of 0.80 was obtained for this questionnaire in a 
previous study (Leahy-Warren 2005). In a local study (Shorey et al. 2013), the Cronbach’s 
alpha of the questionnaire was 0.86 for the total PICSS. 
 
Edinburgh Postnatal Depression Scale (EPDS). The Edinburg Postnatal Depression Scale 
(EPDS) is a 10-item instrument widely used to screen women for postnatal depression 
symptoms in the perinatal period (Cox et al. 1987). It has a score ranging from 0 to 30. Cox 
and Holden (2003) suggested that using a 9/10 cutoff was likely to detect postnatal 
depression. However, it was recommended (Cox et al. 1987, Elliott et al. 2000) that women 
whose scores are 13 and above have a 60–100% probability of meeting the diagnostic criteria 
for depression. Hence, in this study, a cutoff point of 13 and above will be used to screen for 
postnatal depression. Specificity and sensitivity of this instrument have been assessed in 
many international studies to detect both minor and the major depression (Cox & Holden 
2003). The sensitivity of the EPDS ranges from 68–80% and its specificity is 77%.  
 
Demographic data. Demographic data such as mothers’ age, ethnicity, marital status, 
education level, employment status, monthly household income, antenatal class attendance 
and the type of delivery will be collected.  
 
Process evaluation  
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The purpose of process evaluation is to explore primiparas’ opinions on the content, 
activities, and delivery methods of the intervention, as well as the strengths and weaknesses 
of the PPP. A face-to-face semi-structured interview will be used to collect these data. Each 
interview will last for about 30 minutes. 
 
Study procedure 
Upon seeking approval from the ethics review board and the study venue, mothers who meet 
the inclusion criteria will be approached at postnatal wards on the day of discharge from 
hospitalization after delivery. The researcher will explain the details of the study to the 
mothers and they will be provided sufficient time to decide if they wish to participate in the 
study. Those who agree will be asked to provide written consent and then randomly allocated 
into either the experimental or control group. The participant’s demographic data and 
baseline data of MPSE, social support and PND will be collected on the day of discharge 
(usually occurring 1–3 days postpartum) via self-administered questionnaires. The 
CONSORT flowchart of the study is shown in Figure 2. 
Figure 2 here 
 
The home visits will be arranged at a mutually agreed time and date at the mothers’ homes at 
approximately 5–14 days postpartum. Upon completion of the delivery of PPP at home, the 
midwife will hand the educational booklet to the mothers to reinforce what has been taught 
and arrange a tentative date and time for the weekly follow-up phone call. There will be a 
total of three phone calls and each phone call will last for approximately 30 minutes. The date 
and time of the next phone call will be arranged after at the end of each phone call.  
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At the end of the intervention period, posttest-1 data (6 weeks postpartum) on MPSE, social 
support, PND (PMPS-E, PICSS, EPDS scores) and mother’s satisfaction with the PPP will be 
collected via phone. Posttest-2 data will also be collected via phone at 12 weeks postpartum. 
Mothers who show symptoms of postnatal depression as measured by EPDS or any signs of 
distress during the data collection will be referred back to their obstetricians for consultation. 
 
To avoid inconveniencing the mothers, the midwife will send reminders via short messages 
services (SMS) to mothers to confirm or rearrange the time slot for phone follow-up. The 
rationale behind collecting data via phone is to minimise the inconvenience of posting 
questionnaires and hence avoiding the possibility of high attrition rates (Dennis 2003, Pugh et 
al. 2002).  
 
At the end of the intervention programme (6 weeks postpartum) mothers with different 
MPSE scores will be contacted via phone to participate in the face-to-face interview for the 
process evaluation. Those mothers who decline to be audio-recorded during the interviews 
will not be recruited for the interview. The interviews will take place at the mothers’ homes 




The Statistical Package for the Social Siences (SPSS) for Windows (20.0, SPSS Institute, 
Chicago, IL) will be used to analyse the data. Descriptive statistics will be used for nominal 
and ordinal data. A repeated measures mutivariate anaysis of variance or covariance will be 
used to test the effects of PPP on outcome variables including MPSE, social support and 
PND across three time points of data collection both unadjusted (Triply MANOVA) and 
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adjusted for demographic confounding variables (Triply MANCOVA). MPSE, social support 
and PND scores will be normalized using percentage change to ensure that primiparas in both 
the experimental and control group start at the same baseline of zero. Percentage changes 
from the baseline will be used for analysis by repeated measures triply MANOVA and 
MANCOVA. Multivariate analysis of variance (unadjusted) and covariance (adjusted for 
mothers’ demographic data) will be used to examine the differences in percentage change of 
the outcomes at the 6 weeks and 12 weeks postpartum. The Pearson product-moment 
correlation coefficient will be used to examine the relationships among the baseline outcome 
variables. The independent t-test will be used to determine maternal satisfaction with 
postnatal supportive care between the experimental and control groups at 6 weeks 
postpartum. Thematic analysis will be used to analyse the interview data from the process 
evaluation (Lindseth & Norberg 2004). After each interview, the researcher transcribe the 
data verbatim. The researcher will read the transcripts several times to gain familiarity with 
the data, before analyzing the transcripts to identify common themes and patterns across the 
data set, which will then be colour-coded. After analysis by the primary researcher, two co-
researchers will individually undertake the same process of analysis until consensus is 
reached on the common themes. This investigator triangulation process ensures credibility of 
the findings (Holloway & Wheeler, 2002). In addition, the researchers will reflect on their 
preconceptions, feelings and actions to enhance the rigour of the study (Holloway & 
Wheeler, 2002).  
 
Ethical considerations 
Ethics approval has been obtained from the Institutional Review Board of the participating 
hospital (IRB Ref No: 2012/00182) in May 2012. The researcher will ensure that the ethics 
standards are adhered to during and after the data collection. Primiparas will be assured that 
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their participation in the study is voluntary and that they can withdraw from the study at any 
point in the study without any negative consequences. Participants’ written consent will be 
obtained and all data collected will be kept anonymous and confidential. 
 
Validity and reliability 
All data will be carefully checked immediately after the collection and the researcher will 
correct the problems (if any). The data entered into SPSS will be cross-checked for 
verification. Descriptive statistics will be used for data cleaning. Statistical assumptions for 
particular tests will be tested before conducting data analysis. Randomization implies that 
there is no systematic bias in the groups with respect to their attributes and any differences 
between the groups can be deduced as a result of intervention (Portney & Watkins 2000, Polit 
& Beck 2006,). The control group further dissipates the effects of any extraneous variables 
and increases the internal validity of the study (Portney & Watkins 2000). In addition, the 
baseline data from both the control and experiment group will be tested for initial 
equivalence between the groups (Polit & Beck 2006). The differences (if any) will be 
controlled statistically in analysis to enhance the internal validity of the study further. 
 
DISCUSSION 
The postpartum period is a stressful transition period for primiparas, which can be further 
complicated by the early postnatal discharge from the hospital (Bick et al. 1997, Brown et al. 
2005, Fink 2011). This may lead to new mothers having lower MPSE, social support and 
higher risks of PND (Kapp 1998, Leahy-Warren 2005, Ngai et al. 2009). Continuity of care 
in the form of educational interventions delivered in the comfort and convenience of one’s 
home environment has been found to be helpful in enhancing maternal satisfaction (Bennett 
& Tandy 1998, Lock & Gibb 2003, Bashour et al. 2008, Johansson et al. 2010). Although 
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there have been several studies that have explored the benefits of home-based interventions to 
support new mothers globally, such studies are sparse in Asia and none has been conducted 
in Singapore. To the best of our knowledge this will be the first study that uses a rigorous 
research design to test the effectiveness of a psychoeducation programme on interrelated 
maternal outcomes including MPSE, social support and PND among primiparas in the early 
postpartum period. 
 
Most of the previous home-based interventions lacked methodological rigour (McNaughton 
2004, Shaw et al. 2006). These studies were descriptive and non-experimental in nature, and 
only very few were rigorous trials (Bennett & Tandy 1998, Lock & Gibb 2003, Bashour et al. 
2008, Johansson et al. 2010,). Out of the few RCTs that have been conducted, most were 
inconclusive about the effects of educational programmes and the outcomes due to the lack of 
a theoretical framework to guide their interventions (McNaughton 2004, Shaw et al. 2006). A 
systematic review on 22 trials (Shaw et al. 2006) found that universal support in the postnatal 
period had no positive effects on maternal outcomes. However, different maternal outcomes, 
such as psychological well-being and physical health at different time intervals using distinct 
instruments were examined in these studies. In addition, these RCTs failed to provide any or 
adequate description of the type of interventions executed during the home visits, suggesting 
that the interventions might not have been based on theory. 
 
In this study, the PPP is developed based on Bandura’s self-efficacy theory (1997) and the 
social exchange theory (Homans 1962, Blau 1964) to target the interrelated maternal 
outcomes of MPSE, social support and PND. The intervention includes a home visit, an 
educational booklet and three phone follow-up. A 90-minute session during the home visit is 
planned within the first two weeks postpartum as this period is considered the most stressful 
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period for primiparas after childbirth (Kapp 1998). The literature has shown that primiparas 
need more support than multiparas (Bennett & Tandy 1998, Thompson et al. 2002, Bashour 
et al. 2008) and hence the PPP is designed especially for primiparas. Previous studies 
(Bennett & Tandy 1998, Kapp 1998, Lock & Gibb 2003, Zadoroznyi 2006, Johansson et al. 
2010) have also shown that primiparas preferred to receive PPP in the comfort of their home 
environment—thus, the rationale behind delivering the PPP at home visits.  
 
Previous studies (Lof et al. 2006, Christie & Bunting 2011) have found that the frequency of 
home visits did not make any difference in maternal outcomes. Instead, a single home visit 
and phone follow-up were sufficient to improve maternal confidence with newborn care (Lof 
et al. 2006). This is the rationale behind planning only a single home visit in this study. The 
first six weeks postpartum are not only crucial for the transition to motherhood but a study 
has also shown that women’s chances of having postnatal depression was higher during this 
period (Chan et al. 2002). Hence, this study plans to make approximately three weekly phone 
follow-up in addition to home visits up during the first six weeks of the postpartum period.  
 
To achieve consistency in the dissemination of information by health care professionals and 
to encourage retention of information after early postpartum discharge (Nichols et al. 2009), 
we designed an educational booklet to be handed to mothers in the experimental group during 
the home visit. The booklet has been developed based on the literature (Bennett & Tandy 
1998, Kapp 1998, Bashour et al. 2008, Nichols et al. 2009, Fenwick et al. 2010) and a 
preliminary qualitative research exploring primiparas’ postnatal experiences in Singapore 
(Ong et al. 2013).  
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In addition to planning an evidence-based intervention in this study, the quality of delivery of 
the PPP will also be closely monitored. The researcher, who has extensive clinical experience 
in delivering postnatal education, will deliver the PPP. The standardized intervention protocol 
will be used to ensure consistency in delivering the intervention. The research team will 
monitor the intervention either through regular monthly discussions or on-site observations of 
the intervention by the principle investigators for quality assurance. 
 
To improve retention rate, the following strategies would be used: (i) emphasize adherence to 
the intervention such as home visit and weekly phone follow-up from the day of recruitment; 
(ii) send SMS to the mothers to remind them about the appointments for home visits and 
phone follow-up; (iii) provide a token of appreciation for participation, such as baby bath 
thermometer worth S$10 (USD 6) for participating in the intervention. 
 
Limitations 
One of the limitations of this study is that blinding of the participants to the intervention is 
not possible, as the participants in the intervention will know that they are receiving PPP. 
Second, this is a single site study and all the participants will be English-speaking mothers; 
future studies could include more hospitals and non-English speaking mothers to enhance the 
generalizability of the study. 
 
CONCLUSION 
This study, which uses a RCT design, will provide empirical support for the effectiveness and 
feasibility of the PPP in enhancing MPSE, social support and psychosocial well-being of 
postpartum mothers. The programme has the potential benefits of preventing PND and 
reducing the associated healthcare and social burdens of PND.  
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Table 1 Standardized postnatal psychoeducation programme protocol 
Time Activity Content 
00:00 Explore stressors 
and challenges of 
postnatal period 
 
The researcher will ask mothers to relate their experience 
during the postnatal period after hospital discharge to provide 
opportunities for mothers to verbalize their concerns. This will 
allow the researcher to build rapport with mothers and assess 
their concerns and challenges, from which the researcher will 













as postnatal blues 
and PND  
The researcher will discuss with mothers the importance of 
MPSE and social support, ways to enhance confidence in 
newborn care, and the sources and ways to get social support. 
 
For mothers to understand and anticipate things better, the 
researcher will discuss common psychological stressors during 
postnatal period to help mothers prepare for these challenges. 
The researcher will also explain to mothers the prevalence and 
symptoms of PND, strategies of coping with low mood and 





according to their 
needs 
The researcher will go through the contents on newborn care 
with the aid of the education booklet and answer mothers’ 
queries if they arise. 
 
The researcher will also demonstrate various aspects of 
newborn care according to each mother’s needs and ask 
mothers to perform return demonstrations (if applicable) so 
that mistakes can be corrected immediately. 
The researcher will also provide constructive feedback on 
mothers’ overall achievement of newborn care.  
 
01:30 End of PPP The researcher will summarize and highlight the main points 
of PPP to the mothers, and determine a date and time for the 

































































Figure 2 The CONSORT diagram of this study 
 
Note: 
PMPS-E: Perceived Maternal Parental Self-Efficacy 
PICSS: Perinatal Infant Care Social Support 
EPDS: Edinburgh Postnatal Depression Scale 
 
Screening and Recruiting 
Posttest-1 data collection (6 weeks postpartum) 
PMPS-E, PICSS, EPDS from both experiment and control 
groups, Process Evaluation (selected participants from 
experiment group) 
Randomization (N=114) 
Baseline measurements (1-3 days postpartum): 
Demographic data, PMPS-E, PICSS, EPDS 
Experiment Group (n=57)  
 
PPP + Routine Care 
 





Posttest-2 data collection (12 weeks postpartum) 
PMPS-E, PICSS, EPDS from both experiment and control 
groups 
